THIRD YEAR INTERNAL MEDICINE 
CLINICAL TEACHING PROGRAMME 


TOPÍC: GENERAL EXAMINATION 


Prepared by 
Dr R. Rawat 


General Examination 


It is important to develop and follow a routine systematic method of general examination, to avoid omitting significant 
signs and help to expediate the examination. 


Format of examination: 


A. Preparation of the patient 

Appearance of the patient 

Vital signs — Pulse, BP, Respiration & Temperature 
Examination of Hands and Nails 

Examination of Face Eyes and Mouth 

Lymph node examination 

Trunk, chest and breast examination 

Examination of the lower limbs 
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A- Preparation of the patient. 

The pneumonic for preparation of patient W I P E R. 

W- wash hands. 

| - introduce yourself and get patient's consent to interview him and examine him. 

P- position the patient. 

E- expose the patient and 

R- always stand on the right side of the patient and examine patient from his right side. 


Once consent has been obtained the patient should be examined behind a screen for privacy. 
One needs to wash, sanitise and warm the hands before touching the patient. 
Gently expose the area to be examined and always exercise modesty. 


Position the patient in a comfortable position, preferably flat with one pillow provided he does not become 
distressed while lying flat. 


5. Cardiac patient should be examined propped up at 45 degrees. 
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B- General appearance of the patient - First Impression 
1) Mention patient's age, sex, race e.g. "elderly white male patient". 
2) Assess degree of patient's illness 
a. Fully conscious, cooperative, lying comfortably. 
b. Slightly ill or distressed. 
c. Veryill, unable to talk or respond to commands and unaware of his surroundings. 
d. Extremely agitated, restless due to anxiety. 
e. Apathetic — possibly depressed. 
3) Body build or stature. 
a. Normal build. 
b. Verytall, query Marfan's Syndrome. 
c. Very short - Dwarfism. 
4) Patient wasted due to weight loss. Assess degree of wasting: mild, moderate or marked weight loss- Cachexia 
5) Obesity: Slight, moderate Obesity, grossly Obese. 


Measure the waist circumference: 
Normal male 102 centimeters 
Normal female up to 88 centimeters. 


Assess BMI and consider the Metabolic Syndrome in patients with obesity with Diabetes Mellitus, Hypertension- 
Dyslipidemia and lastly Fatty Liver. 


6) Hydration 1) Normal 2) Dehydrated - Does he have an IV fluid line, does he have a CVP line, is he on Blood 
Transfusion. 


7) Anasarca, generalized Oedema due to Renal Disease, Liver Disease, Cardiac Disease or Angioedema due to some 
allergy. 
8) Pigmentation: 


Generalised hyperpigmentation- racial/ Addison's Disease (check BP — Hypotension) / Chronic Skin Disease 


Hypopigmentation- Vitiligo/ Albinism 


C. Vital signs 
It is essential that all the signs are recorded clearly for the nursing staff and the doctors to observe. 
Pulse Rate: 
Normal. 
Rapid- Tachycardia. 
Slow- Bradycardia. 
BP: 
Normal. 
Elevated — Hypertension. 
Low - Hypotension. 
Respiratory Rate 
Rapid — Tachypnoea. 
Slow/ Absent: Apnoea. 
Temperature: 
Normal, 
Low — Hypothermia 
Elevated — Pyrexia ( fever). 


Extremely elevated — Hyperpyrexia. 


D - Examination of the hands and nails 


Deformities 
Arthritis 
Paralysis 
Muscle wasting 
Nail changes 
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a. Cyanosis, peripheral may be with central cyanosis due to respiratory failure. 
Pallor as a result of Anaemia. 
c. Clubbing. There may be many causes for clubbing. 
d. Capillary filling. 
e. Leukonychia white nails — low Albumen - Liver disease. 
f. Koilonychia, spoon-shaped Nails due to iron deficiency, Anaemia 
g. Melanonychia due to Retroviral disease, purplish brownish stain of the nails. Onycholysis 
h. Splinter Hemorrhages due to Infective Endocarditis. 
i. Telangiectasia - Vasculitis due to SLE. 
j Hot extremities indicating the patient has a fever, or cold extremities to Anxiety, Shock state or 
Hypothermia. 
k. Terry's Lines may be as a result of Renal Disease and Liver Disease. 
|l. Pitting up the nails usually occurs in Psoriasis and may be associated with Arthritis of the hands together 
with a rash of Psoriasis. 
6. Examination of palms: 
a. Palmar Erythema - Chronic Liver Disease 
b. Pallor - Anaemia 
c. Muscle Wasting 
d. Dupuytren's Contractures — Due to: 
e Chronic Liver Disease 
e Alcohol ingestion 
e Occupational — Vibratory tools. 
7. Tremor of hands: 
a. Fine Tremor — Anxiety, smoking, Thyrotoxicosis, Bronchodilators. 
b. Coarse Tremor — Senility, Alcohol. 


c. Flapping Tremor -Renal Failure, Cardiac Failure, Liver Failure, Respiratory Failure or Barbiturate 


Poisoning 
8. Hand Changes of Infective Endocarditis: 
a. Pallor 


b. Clubbing of fever 
c. Splinter Hemorrhages. 
d. Fever 
e. Osler's Nodes 
f. Janeway's Lesions 
9. Smell/ Odour. 
a. Liver failure. 
Cigarette smoking. 
Alcohol use. 
Stool Incontinence or severe Diarrhea. 


Urine Incontinence. 
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E - Examination of Face, Eyes, Scalp, Mouth & Oral Cavity. 


Temporal Wasting. 

Alopecia Scalp. 

Downs Syndrome. 

Cushing’s Syndrome — Moon-like Facie Trunkal Obesity, Purple Stria. 
Myxoedema - Puffy face, dry skin, dry hair, loss of eyebrows, obesity, apathy. 
SLE — Female: Butterfly Rash with Arthropathy. 
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Eye Examination: 


e Conjunctival Pallor. 

e Jaundice. 

e Conjunctival Hemorrhage. 

e Arcus Senilis. 

e  Xanthelasma. 

e Kayser-Fleischer rings due to Wilson's Disease. 


Mouth Examination: 


Cheilosis - Ruberos Sign Depigmentation Lower Lip — Chronic Spirit/ Alcohol Ingestion. 
Gums * Dentition — Gingivitis, bleeding gums, poor oral hygiene, gum Hypertrophy — Phenytoin Toxicity, Scurvy. 


1. Central Cyanosis. 

2. Pallor — Tongue & Mucous Membrane. 
3. Glossitis. 

4. Oral Thrush. 

5. 

6. 


F — Lymphadenopathy 

Localised or Generalised. 

Examine each group separately — according to SITES. 
Describe size of Lymph Nodes. 

Painful, Tender, Red, Hot Inflamed — Bacterial Adenitis. 
Consistency: Soft, firm hard or fluctuant — latter due to fluid. 
TB — Matted Glands with or without Sinus -> Cold Abscess. 
Rubbery - Lymphoma. 


Hard & Fixed — Malignancy. 


G - Trunk, Breast and Chest 
On examination of the trunk and chest, cover patient adequately. 


1. Examine Breast — Lumps. 
2. Trunk & Chest — Deformities. 
3. Spider Naevi, Gynaecomastia, Axillary and Pubic Alopecia -> Chronic Liver Disease with Jaundice. 


H - Lower Limbs 


1. Oedema — Pitting — Cardiac, Renal Hypoproteinaemia. 


- Non Pitting - Lymphoedema due to Lymphatic Blockage. 
Asymmetry - swelling of 1 leg, due to 1. Cellulitis — Red, Hot, Swollen, Tender, Inflamed. 


2. DVT - Calf Tenderness - Prolonged bedrest. 


Ulcers: 
a. Venous: Medium Malleolus + Varicose Veins. 
b. Arterial: Painful, PVD — Peripheral Vascular Disease — Arterial Sclerosis or Diabetes Mellitus +- Gangrene 
— Absent pulse. 
c. Neuropathic: Painless over pressure points, Diabetes Mellitus, Peripheral Neuropathy. 
d. Infective: Bacterial. 
Nail Changes: 
a. Congenital Clubbing: Hands + Feet. 
b. Onycholysis. 
c. Traumatic lesions on the nails. 
Distal Pulses: 
Peripheral Vascular Disease — Absent Pulse. 


One needs to develop and follow a routine method of general examination, commencing with 
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Quick general examination of the patient 
Examination of the nails and hands, 
Examination of the face, eyes and mouth, 
Lymphadenopathy, 

Chest trunk and breast 

The lower limbs. 


This completes the general examination of the patient. 


“N.B. VERY IMPORTANT" 


The candidate must practice and repeat the steps of the general examination until he/she is sufficiently familiar with 


the techniques. 


Reference : Talley, Clinical Examination 
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Lymphadenopathy 


Approach: 


History 

Clinical examination 

Causes of localized lymphadenopathy 
Causes of generalized lymphadenopathy 
Further Investigations 


a P-Pwn = 


Elaboration of the approach 


1. History 
a. Fever, sore throat, cough or night sweats? 
b. Weight loss? 
c. Fatigue or lethargy? 
d. Family history of malignancy? 


2. Clinical Examination 

Site (localized or generalized) 

Size (Greater or less than 1cm?) Inguinal > 2 cm? 

Consistency ( Hard or soft ) or Fluctuant due to fluid) 
Tenderness 

Fixation (fixed to underline tissue = carcinoma) 

Overlying skin (red / swollen or hotswelling tethering?- Inflamation 
Temperature Normal — enlarge and fluctuant = TB. Cold — Abscess 
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3. Causes of localized lymphadenopathy 
a. Local Infection 
b. Metastatic malignancy 


4. Causes of generalized lymphadenopathy 
a. Infection 
i. Viral e.g. HIV, Infectious mononucleosis, CMV 
ii. Bacterial e.g. Tuberculosis, syphilis 
ii. Protozoa e.g. Toxoplasmosis 


b. Connective tissue disorders 
i. Rheumatoid Arthritis 
ii. Systemic Lupus Erythematosus 


Lymphomas ( Hodgkin's vs non-Hodgkin's) 
Leukemia's 

Drugs ( e.g. Phenytoin ) 

Endocrine (e.g. Hyperthyroidism) 
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19. Lymphadenopathy: . - 3 
a Septic Lymphadenitis (Red/ Hot/ Tender) 
b. TB Adenitis (Cold Abscess) 
i. Matted Nodes 
ii. Sinus Draining pus ~ contains 
AFB 
c. Lymphoma (Rubbery Hard Lymph Nodes) 
d. Malignancy (Stuck Together) 
e. Sarcoidosis (Discrete Lymph Nodes) 


Appendix A. Lymph Nodes of the Head & Neck 


Examination of the lymph nodes of the head and neck is a key component of several examinations. To begin, stand 
behind the patient and place both hands under their chin (over the submental nodes). Using the pads of your index, 
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middle and ring fingers feel carefully in the sequence shown below. Examine both sides simultaneously. If you 
detect lymphadenopathy, assess the enlarged lymph node as you would any other lump [See Section 24]. 


pre-auricular 
? 


— \ 


- posterior auricular 


occipital 


€ C c 


submental Ew 


submandibular 


posterior 
cervical chain 


anterior 
cervical chain 


Supraciavicular 


Virchow's node: Enlarged left supraciavicular node due to 
metastasis of visceral (clasically gastric) malignancy 


AA Lymphadenopathy 
1. Localised 
e Acute loca! infection (eg. tonsillitis) 
e Neoplastic 
o Local malignancy 
o Solitary distant metastasis 
2. Generalised 
e Acute generalised infection (eg. EBV) 
e Chronic infection 
c TB 'cold abscesses' [ 
o  Syphylis wae 
o HIV 
e Neoplastic 
o Multiple distant metastases 
o Haematological 
* Lymphoma 
* CLL 
e Systemic disease 
o Sarcoidosis 


a RA Recommended sequence of lymph node palpation 
P — 1. Submental 5. Anterlor cervical chain 
Typical characteristics of lymphadenopathy | 2  Submendibular 6. Supraclavicular 
e Tender & fluctuant; Acute infection 3. Pre-auricular 7. Posterior cervical chain 
e  Non-tender & rubbery: Lymphoma / CLL 4. Posterior auricular 8. Occipital 


e  Non-tender & hard: Metastatic 


Clubbing 


CAUSES OF CLUBBING 
Common 
CARDIOVASCULAR 


Cyanotic congenital heart disease 
Infective endocarditis 


RESPIRATORY 

"n carcinoma (usually not small-cell carcinoma) 
mic pulmonary Suppuration: 

* Bronchiectasis 

* Lung abscess 

^ Empyema 

ldiopathic pulmonary fibrosis 

Uncommon 

RESPIRATORY 

Cystic fibrosis 

Asbestosis 


Pleural mesothelioma (benign fibrous type) or 
pleural fibroma 
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GASTROINTESTINAL 

Cirrhosis (especially biliary cirrhosis) 
Inflammatory bowel disease 

Coeliac disease 


THYROTOXICOSIS 
Familial (usually before puberty) or idiopathic 


Rare 

Neurogenic diaphragmatic tumours 
Pregnancy 

Secondary parathyroidism 
UNILATERAL CLUBBING 
Bronchial arteriovenous aneurysm 
Axillary artery aneurysm 


Clubbing is an increase in the soft tissue of the distal part of the fingers or toes. The cause is Respiratory 


related in 8096 of cases. 


Mechanism is unknown but there are several theories. 

Platelet Derived Growth Factor (PDGF) released from megakaryocyte and platelet emboli in the nail beds 
causes fibrovascular proliferation. Megakaryocytes and clumps of platelets do not normally reach arterial 
circulation. Their large size prevents their passing through the pulmonary capillaries when they are 
released from bone marrow. In conditions were platelets may clump in arterial circulation (Infected heart 
valve) or bypass the pulmonary capillaries (right-to-left shunt associated with congenital heart dx), they can 
reach the systemic circulation and become trapped in the terminal capillaries of the fingers and toes. 
Damage to pulmonary capillaries from various lung d.o.s can have the same effect. 


Signs: 


Loss of hyponychial angle (between nail bed and finger) 
Schamroth's Sign (disappearance od diamond-shaped space formed when the nails of two similar fingers 


are held facing each other) 


Interphalangeal depth ratio of more than 1 (AP dimension of finger is measured and compared to that of the 
point where skin joins nail — Distal Phalangeal Depth) 
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Nail-told angles 
Normal Clubbed 
B A 
Phalangeal depth ratio 
Normal Clubbed 


DPD IPD 


DPD = distal phalangeal depth 
|b] IPD = interphalangeal depth 


Grading: 

1: Loss of hyponychial angle with fiuctuation of nail plate 
2: Increased soft tissue and distal phalangeal depth 

3: Parrot beak appearance 


Hypertrophic Pulmonary Osteoarthritis 
Uncommon but important association with clubbing. 


Causes: 
Primary lung carcinoma 
Pleural fibromas 


Signs: 

Characterised by presence of periosteal inflammation at the distal ends of the long bones, wrists, ankles 
and metacarpal and metatarsal bones. 

Swelling and Tendemess over wrists and other involved areas. 


Rarely occurs without clubbing 


